OKLAHOMA END-OF-LIFE CARE PLANNING CHECKLIST

This checklist is provided for informational purposes only and does not constitute legal advice. Consult with a qualified attorney, physician, or licensed healthcare provider to ensure all documents comply with Oklahoma law.

PERSONAL INFORMATION

Full Legal Name: [FULL LEGAL NAME]

Date of Birth: [DATE OF BIRTH]

Address: [STREET ADDRESS]

City: [CITY]

State: [STATE]

ZIP Code: [ZIP CODE]

Phone Number: [PHONE NUMBER]

Email Address: [EMAIL ADDRESS]

Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]

Physician Phone Number: [PHYSICIAN PHONE NUMBER]

Health Insurance Provider: [INSURANCE PROVIDER NAME]

Policy Number: [POLICY NUMBER]



1. ADVANCE DIRECTIVES OVERVIEW

1.1 Advance directives are legal documents that allow you to communicate your healthcare wishes in advance.

1.2 Oklahoma recognizes several types of advance directives, including living wills, healthcare powers of attorney, and do-not-resuscitate (DNR) orders.

1.3 This checklist is designed to help you organize and document your end-of-life care preferences.

1.4 Completion of this checklist does not replace the execution of formal legal documents.

1.5 Review and update your advance directives regularly, especially after major life events or changes in health status.



2. LIVING WILL (OKLAHOMA ADVANCE DIRECTIVE FOR HEALTH CARE)

2.1 I have executed a living will: [YES/NO]

2.2 Date of execution: [DATE OF EXECUTION]

2.3 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

2.4 Name of attorney who prepared document: [ATTORNEY NAME]

2.5 Attorney phone number: [ATTORNEY PHONE NUMBER]

2.6 I have provided copies to the following individuals:

2.6.1 Name: [COPY RECIPIENT 1 NAME]

2.6.2 Relationship: [COPY RECIPIENT 1 RELATIONSHIP]

2.6.3 Name: [COPY RECIPIENT 2 NAME]

2.6.4 Relationship: [COPY RECIPIENT 2 RELATIONSHIP]

2.6.5 Name: [COPY RECIPIENT 3 NAME]

2.6.6 Relationship: [COPY RECIPIENT 3 RELATIONSHIP]

2.7 My living will includes the following specific instructions:

2.7.1 Artificial nutrition and hydration: [INSTRUCTIONS FOR ARTIFICIAL NUTRITION AND HYDRATION]

2.7.2 Mechanical ventilation: [INSTRUCTIONS FOR MECHANICAL VENTILATION]

2.7.3 Cardiopulmonary resuscitation (CPR): [INSTRUCTIONS FOR CPR]

2.7.4 Dialysis: [INSTRUCTIONS FOR DIALYSIS]

2.7.5 Antibiotics: [INSTRUCTIONS FOR ANTIBIOTICS]

2.7.6 Blood transfusions: [INSTRUCTIONS FOR BLOOD TRANSFUSIONS]

2.7.7 Pain management: [INSTRUCTIONS FOR PAIN MANAGEMENT]

2.7.8 Other instructions: [OTHER SPECIFIC INSTRUCTIONS]



3. HEALTHCARE POWER OF ATTORNEY (DURABLE POWER OF ATTORNEY FOR HEALTH CARE)

3.1 I have executed a healthcare power of attorney: [YES/NO]

3.2 Date of execution: [DATE OF EXECUTION]

3.3 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

3.4 Primary healthcare agent name: [PRIMARY HEALTHCARE AGENT NAME]

3.5 Primary healthcare agent relationship: [PRIMARY HEALTHCARE AGENT RELATIONSHIP]

3.6 Primary healthcare agent phone number: [PRIMARY HEALTHCARE AGENT PHONE NUMBER]

3.7 Primary healthcare agent address: [PRIMARY HEALTHCARE AGENT ADDRESS]

3.8 Alternate healthcare agent name: [ALTERNATE HEALTHCARE AGENT NAME]

3.9 Alternate healthcare agent relationship: [ALTERNATE HEALTHCARE AGENT RELATIONSHIP]

3.10 Alternate healthcare agent phone number: [ALTERNATE HEALTHCARE AGENT PHONE NUMBER]

3.11 Alternate healthcare agent address: [ALTERNATE HEALTHCARE AGENT ADDRESS]

3.12 Second alternate healthcare agent name: [SECOND ALTERNATE HEALTHCARE AGENT NAME]

3.13 Second alternate healthcare agent relationship: [SECOND ALTERNATE HEALTHCARE AGENT RELATIONSHIP]

3.14 Second alternate healthcare agent phone number: [SECOND ALTERNATE HEALTHCARE AGENT PHONE NUMBER]

3.15 Second alternate healthcare agent address: [SECOND ALTERNATE HEALTHCARE AGENT ADDRESS]

3.16 My healthcare agent has authority to make the following decisions on my behalf:

3.16.1 Consent to or refuse medical treatment: [YES/NO]

3.16.2 Admit or discharge me from healthcare facilities: [YES/NO]

3.16.3 Hire or terminate healthcare providers: [YES/NO]

3.16.4 Access my medical records: [YES/NO]

3.16.5 Make decisions regarding organ donation: [YES/NO]

3.16.6 Make decisions regarding autopsy: [YES/NO]

3.16.7 Make decisions regarding disposition of remains: [YES/NO]

3.16.8 Other authority: [OTHER AUTHORITY GRANTED]



4. DO-NOT-RESUSCITATE (DNR) ORDER

4.1 I have executed a DNR order: [YES/NO]

4.2 Date of execution: [DATE OF EXECUTION]

4.3 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

4.4 Name of physician who signed DNR order: [PHYSICIAN NAME]

4.5 Physician phone number: [PHYSICIAN PHONE NUMBER]

4.6 DNR order is registered with the Oklahoma Department of Health: [YES/NO]

4.7 DNR bracelet or necklace obtained: [YES/NO]

4.8 DNR form posted in my residence: [YES/NO]

4.9 Location where DNR form is posted: [LOCATION OF POSTED DNR FORM]



5. PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)

5.1 I have completed a POLST form: [YES/NO]

5.2 Date of completion: [DATE OF COMPLETION]

5.3 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

5.4 Name of healthcare provider who signed POLST: [HEALTHCARE PROVIDER NAME]

5.5 Healthcare provider phone number: [HEALTHCARE PROVIDER PHONE NUMBER]

5.6 POLST instructions regarding CPR: [POLST CPR INSTRUCTIONS]

5.7 POLST instructions regarding medical interventions: [POLST MEDICAL INTERVENTION INSTRUCTIONS]

5.8 POLST instructions regarding antibiotics: [POLST ANTIBIOTIC INSTRUCTIONS]

5.9 POLST instructions regarding artificial nutrition and hydration: [POLST NUTRITION AND HYDRATION INSTRUCTIONS]



6. ORGAN AND TISSUE DONATION

6.1 I wish to be an organ donor: [YES/NO]

6.2 I wish to be a tissue donor: [YES/NO]

6.3 I wish to donate my eyes: [YES/NO]

6.4 I wish to donate my entire body to medical science: [YES/NO]

6.5 Specific organs or tissues I wish to donate: [SPECIFIC ORGANS OR TISSUES]

6.6 Specific organs or tissues I do not wish to donate: [ORGANS OR TISSUES NOT TO DONATE]

6.7 I have registered with the Oklahoma Organ Donor Registry: [YES/NO]

6.8 Donor registry identification number: [DONOR REGISTRY IDENTIFICATION NUMBER]

6.9 I have discussed my donation wishes with my family: [YES/NO]

6.10 Name of person I have designated to ensure my donation wishes are honored: [DONATION DESIGNEE NAME]

6.11 Donation designee phone number: [DONATION DESIGNEE PHONE NUMBER]



7. HOSPICE AND PALLIATIVE CARE PREFERENCES

7.1 I wish to receive hospice care if I have a terminal illness: [YES/NO]

7.2 Preferred hospice provider: [PREFERRED HOSPICE PROVIDER NAME]

7.3 Hospice provider phone number: [HOSPICE PROVIDER PHONE NUMBER]

7.4 I wish to receive palliative care: [YES/NO]

7.5 Preferred palliative care provider: [PREFERRED PALLIATIVE CARE PROVIDER NAME]

7.6 Palliative care provider phone number: [PALLIATIVE CARE PROVIDER PHONE NUMBER]

7.7 I prefer to receive end-of-life care at the following location: [PREFERRED LOCATION FOR END-OF-LIFE CARE]

7.8 I wish to avoid hospitalization at end of life: [YES/NO]

7.9 I wish to receive pain management and comfort care: [YES/NO]

7.10 Specific comfort measures I prefer: [SPECIFIC COMFORT MEASURES]

7.11 Specific comfort measures I wish to avoid: [COMFORT MEASURES TO AVOID]



8. MENTAL HEALTH AND COGNITIVE CARE PREFERENCES

8.1 I have executed a psychiatric advance directive: [YES/NO]

8.2 Date of execution: [DATE OF EXECUTION]

8.3 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

8.4 My preferences regarding mental health treatment: [MENTAL HEALTH TREATMENT PREFERENCES]

8.5 My preferences regarding cognitive care: [COGNITIVE CARE PREFERENCES]

8.6 My preferences regarding dementia care: [DEMENTIA CARE PREFERENCES]



9. COMMUNICATION PREFERENCES

9.1 I wish to be informed of my diagnosis and prognosis: [YES/NO]

9.2 I wish to be informed of treatment options and risks: [YES/NO]

9.3 I wish to have family members informed of my condition: [YES/NO]

9.4 Family members to be informed: [FAMILY MEMBERS TO BE INFORMED]

9.5 I wish to have my healthcare agent present during medical discussions: [YES/NO]

9.6 I prefer to communicate in the following language: [PREFERRED LANGUAGE]

9.7 I require the following accommodations for communication: [COMMUNICATION ACCOMMODATIONS]

9.8 I wish to have spiritual or religious support: [YES/NO]

9.9 Preferred spiritual or religious advisor: [SPIRITUAL OR RELIGIOUS ADVISOR NAME]

9.10 Spiritual or religious advisor phone number: [SPIRITUAL OR RELIGIOUS ADVISOR PHONE NUMBER]



10. FINANCIAL AND LEGAL PLANNING

10.1 I have executed a last will and testament: [YES/NO]

10.2 Date of execution: [DATE OF EXECUTION]

10.3 Location of original will: [LOCATION OF ORIGINAL WILL]

10.4 Name of executor: [EXECUTOR NAME]

10.5 Executor phone number: [EXECUTOR PHONE NUMBER]

10.6 I have executed a durable power of attorney for finances: [YES/NO]

10.7 Date of execution: [DATE OF EXECUTION]

10.8 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]

10.9 Name of financial agent: [FINANCIAL AGENT NAME]

10.10 Financial agent phone number: [FINANCIAL AGENT PHONE NUMBER]

10.11 I have executed a revocable living trust: [YES/NO]

10.12 Date of execution: [DATE OF EXECUTION]

10.13 Location of original trust document: [LOCATION OF ORIGINAL TRUST DOCUMENT]

10.14 Name of trustee: [TRUSTEE NAME]

10.15 Trustee phone number: [TRUSTEE PHONE NUMBER]

10.16 I have executed a HIPAA authorization: [YES/NO]

10.17 Date of execution: [DATE OF EXECUTION]

10.18 Location of original document: [LOCATION OF ORIGINAL DOCUMENT]



11. DIGITAL ASSETS AND ONLINE ACCOUNTS

11.1 I have created a list of my digital assets and online accounts: [YES/NO]

11.2 Location of digital asset list: [LOCATION OF DIGITAL ASSET LIST]

11.3 Name of person authorized to access my digital assets: [DIGITAL ASSET DESIGNEE NAME]

11.4 Digital asset designee phone number: [DIGITAL ASSET DESIGNEE PHONE NUMBER]

11.5 Digital asset designee email address: [DIGITAL ASSET DESIGNEE EMAIL ADDRESS]

11.6 I have provided my digital asset designee with necessary passwords: [YES/NO]

11.7 I have executed a digital asset authorization document: [YES/NO]



12. FUNERAL AND BURIAL PREFERENCES

12.1 I have made pre-arrangements for my funeral: [YES/NO]

12.2 Funeral home name: [FUNERAL HOME NAME]

12.3 Funeral home phone number: [FUNERAL HOME PHONE NUMBER]

12.4 Funeral home address: [FUNERAL HOME ADDRESS]

12.5 Pre-arrangement contract number: [PRE-ARRANGEMENT CONTRACT NUMBER]

12.6 Location of pre-arrangement documents: [LOCATION OF PRE-ARRANGEMENT DOCUMENTS]

12.7 I prefer burial: [YES/NO]

12.8 Cemetery name: [CEMETERY NAME]

12.9 Cemetery address: [CEMETERY ADDRESS]

12.10 Plot location: [PLOT LOCATION]

12.11 I prefer cremation: [YES/NO]

12.12 Cremation provider: [CREMATION PROVIDER NAME]

12.13 Cremation provider phone number: [CREMATION PROVIDER PHONE NUMBER]

12.14 I prefer my ashes to be scattered at: [PREFERRED SCATTERING LOCATION]

12.15 I prefer a traditional funeral service: [YES/NO]

12.16 I prefer a memorial service: [YES/NO]

12.17 I prefer a graveside service: [YES/NO]

12.18 I prefer no service: [YES/NO]

12.19 Specific instructions for my service: [SPECIFIC SERVICE INSTRUCTIONS]

12.20 Preferred officiant: [PREFERRED OFFICIANT NAME]

12.21 Officiant phone number: [OFFICIANT PHONE NUMBER]

12.22 Preferred music or readings: [PREFERRED MUSIC OR READINGS]

12.23 Preferred clothing or personal items: [PREFERRED CLOTHING OR PERSONAL ITEMS]



13. PET CARE

13.1 I have pets: [YES/NO]

13.2 Pet name: [PET 1 NAME]

13.3 Pet type and breed: [PET 1 TYPE AND BREED]

13.4 Pet care instructions: [PET 1 CARE INSTRUCTIONS]

13.5 Designated caregiver for pet: [PET 1 CAREGIVER NAME]

13.6 Pet caregiver phone number: [PET 1 CAREGIVER PHONE NUMBER]

13.7 Pet name: [PET 2 NAME]

13.8 Pet type and breed: [PET 2 TYPE AND BREED]

13.9 Pet care instructions: [PET 2 CARE INSTRUCTIONS]

13.10 Designated caregiver for pet: [PET 2 CAREGIVER NAME]

13.11 Pet caregiver phone number: [PET 2 CAREGIVER PHONE NUMBER]

13.12 I have allocated funds for pet care: [YES/NO]

13.13 Amount allocated: [AMOUNT ALLOCATED FOR PET CARE]

13.14 Location of pet care funds: [LOCATION OF PET CARE FUNDS]



14. DOCUMENT DISTRIBUTION AND STORAGE

14.1 Location of original advance directive documents: [LOCATION OF ORIGINAL DOCUMENTS]

14.2 Location of copies of advance directive documents: [LOCATION OF COPIES]

14.3 Name of person who has copies of all documents: [DOCUMENT COPY HOLDER NAME]

14.4 Document copy holder phone number: [DOCUMENT COPY HOLDER PHONE NUMBER]

14.5 My primary care physician has copies of my advance directives: [YES/NO]

14.6 My local hospital has copies of my advance directives: [YES/NO]

14.7 My healthcare agent has copies of my advance directives: [YES/NO]

14.8 My alternate healthcare agent has copies of my advance directives: [YES/NO]

14.9 I have uploaded my advance directives to an electronic registry: [YES/NO]

14.10 Electronic registry name: [ELECTRONIC REGISTRY NAME]



15. REVIEW AND UPDATES

15.1 Date of last review of advance directives: [DATE OF LAST REVIEW]

15.2 Date of next scheduled review: [DATE OF NEXT REVIEW]

15.3 I have reviewed my advance directives with my physician: [YES/NO]

15.4 I have reviewed my advance directives with my attorney: [YES/NO]

15.5 I have reviewed my advance directives with my healthcare agent: [YES/NO]

15.6 I have reviewed my advance directives with my family: [YES/NO]

15.7 Changes made since last review: [CHANGES MADE SINCE LAST REVIEW]

15.8 Reason for changes: [REASON FOR CHANGES]



16. WITNESSES AND NOTARIZATION

16.1 Oklahoma law requires that advance directives be witnessed by two adults or notarized.

16.2 Witness 1 name: [WITNESS 1 NAME]

16.3 Witness 1 address: [WITNESS 1 ADDRESS]

16.4 Witness 1 phone number: [WITNESS 1 PHONE NUMBER]

16.5 Witness 2 name: [WITNESS 2 NAME]

16.6 Witness 2 address: [WITNESS 2 ADDRESS]

16.7 Witness 2 phone number: [WITNESS 2 PHONE NUMBER]

16.8 Notary public name: [NOTARY PUBLIC NAME]

16.9 Notary commission number: [NOTARY COMMISSION NUMBER]

16.10 Notary commission expiration date: [NOTARY COMMISSION EXPIRATION DATE]

16.11 Date of notarization: [DATE OF NOTARIZATION]



17. ADDITIONAL INSTRUCTIONS AND NOTES

17.1 Additional instructions regarding my end-of-life care: [ADDITIONAL INSTRUCTIONS]

17.2 Additional instructions regarding my healthcare: [ADDITIONAL HEALTHCARE INSTRUCTIONS]

17.3 Additional instructions regarding my personal affairs: [ADDITIONAL PERSONAL AFFAIRS INSTRUCTIONS]

17.4 Additional instructions regarding my financial affairs: [ADDITIONAL FINANCIAL AFFAIRS INSTRUCTIONS]

17.5 Other notes or comments: [OTHER NOTES OR COMMENTS]



18. DECLARATION AND SIGNATURE

18.1 I declare that the information provided in this checklist is accurate and complete to the best of my knowledge.

18.2 I understand that this checklist is not a legal document and does not replace formal advance directives.

18.3 I understand that I should consult with a qualified attorney and physician regarding my end-of-life care planning.

18.4 I understand that I should review and update this checklist regularly.

18.5 Signature: [SIGNATURE]

18.6 Printed Name: [PRINTED NAME]

18.7 Date: [DATE]



19. HEALTHCARE AGENT ACKNOWLEDGMENT

19.1 I acknowledge that I have been named as healthcare agent in this checklist: [YES/NO]

19.2 I agree to act as healthcare agent: [YES/NO]

19.3 Healthcare agent signature: [HEALTHCARE AGENT SIGNATURE]

19.4 Healthcare agent printed name: [HEALTHCARE AGENT PRINTED NAME]

19.5 Date: [DATE]



20. ALTERNATE HEALTHCARE AGENT ACKNOWLEDGMENT

20.1 I acknowledge that I have been named as alternate healthcare agent in this checklist: [YES/NO]

20.2 I agree to act as alternate healthcare agent: [YES/NO]

20.3 Alternate healthcare agent signature: [ALTERNATE HEALTHCARE AGENT SIGNATURE]

20.4 Alternate healthcare agent printed name: [ALTERNATE HEALTHCARE AGENT PRINTED NAME]

20.5 Date: [DATE]



21. WITNESS ATTESTATION

21.1 Witness 1 signature: [WITNESS 1 SIGNATURE]

21.2 Witness 1 printed name: [WITNESS 1 PRINTED NAME]

21.3 Date: [DATE]

21.4 Witness 2 signature: [WITNESS 2 SIGNATURE]

21.5 Witness 2 printed name: [WITNESS 2 PRINTED NAME]

21.6 Date: [DATE]



22. NOTARY ACKNOWLEDGMENT

22.1 State of Oklahoma

22.2 County of [COUNTY NAME]

22.3 This document was acknowledged before me on [DATE OF ACKNOWLEDGMENT] by [NAME OF PERSON ACKNOWLEDGING].

22.4 Notary public signature: [NOTARY PUBLIC SIGNATURE]

22.5 Notary printed name: [NOTARY PRINTED NAME]

22.6 My commission expires: [NOTARY COMMISSION EXPIRATION DATE]



23. IMPORTANT CONTACTS

23.1 Primary care physician: [PRIMARY CARE PHYSICIAN NAME]

23.2 Primary care physician phone: [PRIMARY CARE PHYSICIAN PHONE NUMBER]

23.3 Specialist physician: [SPECIALIST PHYSICIAN NAME]

23.4 Specialist physician phone: [SPECIALIST PHYSICIAN PHONE NUMBER]

23.5 Attorney: [ATTORNEY NAME]

23.6 Attorney phone: [ATTORNEY PHONE NUMBER]

23.7 Accountant: [ACCOUNTANT NAME]

23.8 Accountant phone: [ACCOUNTANT PHONE NUMBER]

23.9 Financial advisor: [FINANCIAL ADVISOR NAME]

23.10 Financial advisor phone: [FINANCIAL ADVISOR PHONE NUMBER]

23.11 Spiritual advisor: [SPIRITUAL ADVISOR NAME]

23.12 Spiritual advisor phone: [SPIRITUAL ADVISOR PHONE NUMBER]

23.13 Emergency contact: [EMERGENCY CONTACT NAME]

23.14 Emergency contact phone: [EMERGENCY CONTACT PHONE NUMBER]

23.15 Emergency contact relationship: [EMERGENCY CONTACT RELATIONSHIP]



24. OKLAHOMA-SPECIFIC RESOURCES

24.1 Oklahoma Advance Directive Registry: [REGISTRY CONTACT INFORMATION]

24.2 Oklahoma Bar Association: [BAR ASSOCIATION CONTACT INFORMATION]

24.3 Oklahoma Department of Health: [DEPARTMENT OF HEALTH CONTACT INFORMATION]

24.4 Oklahoma Hospice and Palliative Care Organization: [HOSPICE ORGANIZATION CONTACT INFORMATION]

24.5 Oklahoma Organ Donor Registry: [ORGAN DONOR REGISTRY CONTACT INFORMATION]

24.6 Local Area Agency on Aging: [AREA AGENCY ON AGING CONTACT INFORMATION]

24.7 Local hospital palliative care department: [HOSPITAL PALLIATIVE CARE CONTACT INFORMATION]



25. CERTIFICATION OF COMPLETION

25.1 This checklist was completed on: [DATE OF COMPLETION]

25.2 Completed by: [NAME OF PERSON COMPLETING CHECKLIST]

25.3 Relationship to declarant: [RELATIONSHIP TO DECLARANT]

25.4 Signature: [SIGNATURE OF PERSON COMPLETING CHECKLIST]

25.5 Date: [DATE]



END OF CHECKLIST
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